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STATE: Missouri 

OPTOMETRIC SERVICES 

The state agencywill establish fee schedules based on the reasonable chargefor the 
services as defined and determined bythe Division of Medical Services. The 
determination and reimbursement of reasonable chargewill be in conformance with the 
standards and methods as expressedin 42 CRF 447Subpart D. Agency paymentwill be 
the lower of: 

(I)The provider's actual charge for the service; or 
(2) The allowable fee basedon reasonable charge as above determined. 

The state agencyw i l l  reimburse providersof any Optometric Senices a may be covered 
under MedicarePart B, to the extentof the deductible and coinsuranceas imposed under 
Title Xvlll for those Medicaid eligible recipient-patientswho also have MedicarePart B 
eligibility. 

ProspectiveOutpatientHospitalServicesReimbursementmethodology for 

Hospitals Located Within Missouri. 

A Outpatienthospitalservicesshall be reimbursed on a prospective outpatient 


payment percentage effectiveJuly 1,2002except for services identifiedin 
subsection I.C. The prospective outpatient payment percentagewillbe 
calculated using the Medicaid overall outpatient cost-to-chargeratio from the 
fourth, fifth,and sixth prior base year costreports regressed to the current 
State Fiscal Year(SFY). (If the current SFY is 2003, the fourth, fifth and sixth 
prior yearcost reports wouldbe the cost reportfiled in calendar year1997, 
1998, and 1999.) The prospective outpatient payment percentageshall not 
exceed one hundred percent(100%) except for nominal charge providers 
and shall notbe less than twentypercent (20%). 

B Outpatient cost-to-charge ratios will be as determined in the desk review of 
the base year cost reports. 

C Outpatienthospitalservicesreimbursementlimitedbyrule. 
1. 	 All setvices provided to General Relief (GR) recipients will be 

reimbursed fromthe Medicaid fee schedulein accordance with 
provisions of 13 CSR 70-15.020. 

2. 	 Effective for dates of service September 1,1985, and annually 
updated, certain clinical diagnostic laboratory proceduresw i l l  be 
reimbursed from a Medicaid fee schedulewhich shall not exceeda 
national fee limitation. 

3. 	 Services of hospital-basedphysiciansandcertifiedregisterednurse 
anesthetists shallbe billed on a CMS-1500 professionalclaim form, 
which is incorporated by reference as partof this rule, and 
reimbursed from a Medicaid fee schedule orthe billed charge,if less. 

4. 	 Outpatienthospitalservicesprovidedforthoserecipientshaving 
available Medicare benefits shallbe reimbursed by Medicaidto the 
extent of the deductible and coinsurance as imposed title XVIII. 
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II 	 Exempt Hospitals. Medicaid providers which do not have a fourth, fifth and sixth prior 
year cost report. 
A Interim payment percentage. An interim outpatient payment percentage for new 

Medicaid hospital providers willbe set at seventy-five percent(75%) for thefirst 
three state fiscal years in which the hospital operates. The cost reports for these 
three (3) years will have a cost settlement calculatedin accordance with Attachment 
4.196, Appendix A. 

B 	 Outpatient percentage. The outpatient payment percentage for the fourth andfifth 
year in whichthe hospital operateswill be based on the overall Medicaid cost-to
charge ratio fromits fourth prior year cost report. 

Ill Closed facilities. Hospitals which closed after January 1, 1999 but before July2,2002 
will have final settlements for cost reports endingduring this time period calculated in 
accordance with Attachment 4.19B Appendix A. 

IV Definitions 
A 	 Base cost report. Desk-reviewed MedicareMedicaidcost report. When a facility 

has morethan one (1) cost reportwith periods endingin the fourth prior calendar 
year, thecost report covering afulltwelve (12kmonth period will be used. If none of 
the cost reports cover af u l l  twelve (12) months, the cost report with the latest period 
will be used. If a hospital’s base cost reportis less than or greater than a twelve 
(12hmonth period,the data shall be adjusted, basedon the numberof months 
reflected inthe base cost reportto a twelve (12)month period. 

6 Cost report. Acost report details, for purposesof both Medicare and Medicaid 
reimbursement, the cost of rendering covered services for fiscal reporting 
period. The Medicaremedicaid Uniform Cost Report containsthe form utilized in 
filing the cost report. 

C Effectivedate. 
1. The plan effective date shallbe July 1,2002. 
2. New prospective outpatient payment percentageswillbe effective July 1of each 

SFY. 
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I. 	 Outpatient hospital settlements, Provider-Based Rural Health Clinic (PBRHC) settlements or 
Provider-Based Federally QualifiedHealth Centers (PBFQHC) settlements willbe calculated 
after the Division receives theMedicareMedicaid cost report with a Noticeof Provider 
Reimbursement from the hospital Fiscal Intermediary. Outpatient settlements shall be 
determined for cost report periods ending after December31,1998 except for recently closed 
hospitals and new hospitals as providedfor in subsection I.E. 

A. 	The Division of Medical Services shall adjustthe hospital’s outpatient Medicaid payments, 
PBRHWPBFQHC Medicaid payments (exceptfor those hospitals that qualify under 
subsection 1.B.. whose payments will be basedon the percentof cost in I.A.1.. 2, 3 or 4. 
for: 

1. Services prior to January5, 1994, the lower of eighty percent (80%)of the outpatient 
share of the costs from subsectionI.D., or eighty percent (80%) of the outpatient 
charges from paragraphI C 1.,; 

2. 	 Services after January4,1994 and priorto April 1.1998, the lowerof ninety percent 
(90%) of the outpatient shareof the cost from subsection I.D., or ninety percent (90%) 
of the outpatient chargefrom paragraph I.C.1.; 

3. Services after March 31,1998,includedin cost reports ending priorto January 1,1999 
the lowerof one hundred percent(100%) of the outpatient shareof the cost from 
subsection I.D,or one hundred percent (100%) of the outpatient charge from 
paragraph LC.1; and. 

4. 	PBRHC and PBFQH shallbe reimbursed 100% ofits share of the costin subsection 
I.D. 

B. A facility that meets the Medicare criteria for the fiscal periodof nominal charge provider 
shall haveits net cost reimbursement basedon its cost in subsection I.A.l., 2 or 3. 

C. The Medicaid charges used to determinethe cost, and the payments used to determine the 
settlement will be: 

1. For outpatient services the charges and payments extracted from the Medicaid 
outpatient claims history for reimbursable services paid on a percentage basis under 
Attachment 4.19B 

2. 	 For provider based PBRHC and PBFQHCthe charges and paymentswill be services 
billed under Attachment 4.199, page 8 for FQHCs and page44 for PBRHCs. 
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D. The Medicaid hospital’s outpatient costwill be determined by multiplying the overall 
outpatient cost-to-charge ratio, determinedin accordance with paragraph I.D.1-, by the 
Medicaid charges from paragraph I.C.1. To this productw i l l  be added the Medicaid 
outpatient shareof GME. The GME will be determined usingthe methodology on 
worksheet E-3part IV from the MedicareMedicaidcost report (CMS 2552-96) by 
substituting Medicaid datain place of Medicare data: 

1. 	The overall outpatient cost-to-charge ratiow i l l  be determined by multiplying the 
reported total outpatient charges for each ancillary cost center excluding PBRHC or 
PBFQHC onthe supplemental worksheet C column 1(CMS 2552-83) or substitute 
schedule bythe appropriate cost-to-charge ratio from worksheet C (CMS 2552-96) 
column 7 part Iof the fiscal intermediary‘s audited MedicareMedicaid cost report to 
determine the outpatient cost for each cost center that is reimbursed on a percentage 
of charge basis by Medicaid under Attachment 4.19B.Total the outpatient costs from 
each costcenter and total the outpatient chargesfrom each cost center. Divide the 
total outpatient costs by the total outpatient charges to at the overall outpatient 
cost-to-charge ratio. 

E. The Medicaidoutpatient final settlements for cost reports ending priorto January 1,1999 
unless thehospital dosed prior to July 1,2002, will determine either an overpayment or an 
underpayment for the hospital’s outpatient services: 

1. The outpatient Medicaid cost determined in sectionI.D. is multiplied by the percent of 
cost allowedin paragraph I.D.1.’ 2., or 3., to determine the reimbursable cost for 
outpatient services. (If a cost report covers both periodsthe outpatient Medicaid 
charges will be split to determine the reimbursable cost foreach time period.) From 
this cost subtractthe outpatient payments made on a percentageof charge basis 
under Attachment 4.19Bfor the timeperiod. (Medicaid paymentsindude the actual 
payment by Medicaid, third party payments, coinsuranceand deductibles The 
difference is either an overpayment (negative amount) duefrom the provider or an 
underpayment (positive amount) due tothe provider. 

State Plan TN##02-20 EffectiveDate 07/01/02 
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2. Closed facilities. Hospitals which closed after January1, 1999 but before July 1,2002 
will have final settlements for cost reports ending duringthis time period calculated in 
accordance with13 CSR 70-15040(4)(E)l; and 

3. 	 New hospitals which do not have a fourth, fifth, and sixth prior year cost report 
necessary for establishment of a prospective rate will have final settlement calculated 
for their initial three cost report periods. 

F. 	The Medicaid PBRHCor PBFQHC final settlement will determine eitheran overpayment or 
an underpaymentfor the hospital's PBRHC or PBFQHC services. For PBRHC or PBFQHC 
services multiply the PBRHC or PBFQHC Medicaid chargesfrom paragraph(4)(C)2., by 
the cost center's cost-to-charge ratioto determine PBRHC or PBFQHC cost. From this 
cost, the PBRHC or PBFQHC payments associatedwith charges from paragraph (4)(C)2., 
are subtracted. The differenceis either an overpayment (negative amount)due from 
provider or an underpayment (positive amount) due to provider. 
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